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ABSTRACT

Background: Mental disorders contribute substantially to morbidity, disability, and reduced
quality of life. Women in India experience mental health risks shaped by biological transitions,
comorbid health conditions, gendered social roles, violence, poverty, and limited access to
timely care. This review systematically synthesizes evidence on the prevalence and associated
risk factors of mental disorders among women in India.

Methods: This systematic review followed PRISMA 2020. PubMed, Epistemonikos, BASE,
Google Scholar and reference lists were searched for eligible Indian studies published from
January 2008 to July 2024. Two reviewers independently selected studies and extracted data.
Analytical cross-sectional studies were appraised using the Joanna Briggs Institute checklist;
case-control and cohort studies were assessed using the Newcastle-Ottawa Scale. Owing to
substantial clinical and methodological heterogeneity, findings were synthesized narratively.
Results: Of 1,534 records identified, 114 full texts were assessed and 41 studies were included.
Screening-positive depressive symptoms ranged from 5.7% to 76.8% across heterogeneous
populations; postpartum depression ranged from 2.2% to 54.9%; anxiety disorders or clinically
significant anxiety symptoms ranged from 0.74% to 71.3%; and common mental disorders
ranged from 8.2% to 83.1%. The highest estimates arose mainly from selected clinical or highly
exposed populations and should not be interpreted as population prevalence. Recurrent
correlates included infertility, pregnancy and postpartum status, menopause, polycystic ovary
syndrome, HIV, diabetes, socioeconomic disadvantage, limited education, widowhood,
domestic or intimate partner violence, partner alcohol use, family conflict and inadequate social
support. Most studies had moderate or low risk of bias, although selection bias, limited
confounder control and inconsistent reporting reduced comparability.

Conclusion: Women in India experience a substantial and heterogeneous burden of mental
disorders across the life course. Evidence supports a gender-responsive, community-based, and
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rights-oriented mental health approach that integrates screening, counselling, violence
response, and referral within reproductive, and primary healthcare services.

Keywords: Women, mental health, common mental disorders, risk factors

INTRODUCTION

Mental disorders are a major public health
concern, with nearly 1.17 billion people
worldwide living with a mental disorder I,
They contribute substantially to morbidity,
disability, reduced quality of life, and the
overall global burden of disease 1. In India,
the burden of mental disorders is shaped by
demographic transition, social adversity,
gender inequality, and uneven access to
mental health services 131, Women constitute
a major population group with distinct
mental health needs because their
psychological well-being is influenced by
biological, reproductive, social, economic,
relational, and health-system determinants 3/
Women’s mental health cannot be
understood only through an individual
biomedical lens. Reproductive transitions,
menstruation, pregnancy, childbirth,
postpartum recovery, infertility, menopause,
chronic illness, caregiving roles, intimate
partner violence, poverty, stigma, low
autonomy, and limited access to care
intersect across the life course B In the
Indian context, mental health risks may be
intensified by  gendered  household
expectations, son preference, dowry-related
pressure, partner alcohol use, restricted
mobility, low social support, and delayed
help-seeking 3451 Although Indian studies

have examined depression, anxiety,
postpartum depression, common mental
disorders, suicidality, and psychiatric

morbidity among specific groups of women,
the evidence remains scattered across
populations, settings, instruments, and
outcomes. A  systematic synthesis is
therefore necessary to clarify the pattern of
prevalence estimates and to organize the

mental disorders among women in India and
to identify biological, comorbid, and
psychosocial risk factors associated with
women’s mental ill health.

MATERIALS & METHODS

Review design: A systematic review was
undertaken and reported in accordance with
PRISMA 2020 6. Meta-analysis was not
performed because the included studies
differed substantially in population, setting,
sampling strategy, mental-health measure,
diagnostic threshold and outcome definition.
Eligibility criteria: Studies were eligible if
they: (i) were empirical primary studies
conducted in India; (ii) included women,
girls, or gender-disaggregated findings for
women; (iii) reported prevalence, burden,
correlates, determinants, or risk factors of
mental disorders or mental health symptoms;
and (iv) were published in English between
January 2008 and July 2024. Studies focused
on adolescent girls, pregnant women,
postpartum  women,  reproductive-age
women, menopausal women, older women,
women with chronic illness, women exposed
to violence, and women from community or
clinical settings were considered eligible.
Case reports, editorials, commentaries, non-
English publications, and studies without
extractable women-specific mental health
findings were excluded from the primary
synthesis.

Sources of data and search strategy:
Databases such as PubMed, Epistemonikos,
BASE, and Google Scholar were searched.
Search terms included combinations of
“women” OR “girls” AND “mental illness”
OR “mental disorders” OR “depression” OR

associated risk factors in a way that can “anxiety” OR  “schizophrenia” OR
inform public health practice, gender-  “psychosis” OR “obsessive-compulsive
responsive policy, and integrated mental disorder” AND “prevalence” OR
health services. This review aims to  “psychiatric epidemiology” AND “risk
synthesize evidence on the prevalence of  factors” OR “domestic violence” OR
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“pregnancy” OR  “widowhood” OR
“poverty” OR “low socioeconomic status”
AND “India”. Manual searches of reference

lists were also undertaken to identify
additional studies.
Study selection process: The search

identified 1,534 records from different
sources. After removing duplicates, records
outside the Indian or eligible context, and
non-English publications, 771 records were
screened by title and abstract. Of these, 657
records were excluded because they were
reviews, case reports, systematic reviews,

meta-analyses, qualitative papers without
relevant prevalence data, or were not aligned
with the review question. A total of 114 full-
text articles were assessed for eligibility.
Sixty-five articles were excluded because the
population age was outside the eligibility
criteria, women-specific data were not
extractable, mental health outcomes were not
relevant, studies were COVID-19 specific, or
full text was unavailable. Forty-nine (49)
studies were included in the final systematic
narrative synthesis. The PRISMA flow
diagram is presented in Figure 1.

Total Papers identified from
PubMed (n=903)
Epistemonikos (n=108)
BASE (n=89),
Google Scholar (n=534)
Total=1534

|
l

Tile and abstract reviewed
(n="771)

> Duplicates removed
(n=763)

i

i

Records retrieved for full review
(n=114)

Review articles, case reports,
systematic reviews, meta-
analysis, editorial, and
qualitative researches were
rejected based on abstract.
(n=657)

i

i

Records included in the Review

(n=49)

Records (n=65) removed due

to:

1. population age was outside
the eligibility criteria (n=22),

2. women-specific data were
not extractable (n=14),

3. mental health outcomes were
not relevant (n=8),

4. studies were COVID-19
specific (n=4), or

5. unavailability of full-text
(n=17)

Figure 1: PRISMA diagram of the Study
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Data extraction: A structured extraction
sheet was used to capture author, year,
location, study design, population, sample

size, setting, mental health outcome,
prevalence estimate, risk factors,
measurement tools and key findings.

Extraction was independently performed by
two reviewers and cross-checked by senior
reviewers. Disagreements were resolved
through discussion and consensus. Data
extraction was performed by four
independent reviewers (RG, AC, PMB, SS)
and cross-checked by AP & MW. Any
discrepancies were discussed and resolved
through consensus in consultation with
senior reviewers (DB and AC), with all
reviewers involved in the final decision-
making process.

Risk-of-bias assessment: Two reviewers
independently appraised each study using
validated design-specific tools. Analytical
cross-sectional studies were assessed with
the eight-item Joanna Briggs Institute (JBI)
Critical Appraisal Checklist for Analytical
Cross-Sectional Studies !7l. Case-control and
cohort studies were assessed with the
Newcastle-Ottawa ~ Scale  (NOS) 18],
Disagreements were resolved by consensus
with a senior reviewer. For classification, JBI
scores of 7-8, 5-6 and 0-4 indicated low,
moderate and high risk of bias, respectively;
NOS scores of 7-9, 5-6 and 0-4 stars
indicated low, moderate and high risk of bias.

Data synthesis: Findings were synthesised
narratively in three stages. First, studies were
grouped by mental health outcome, including
depression, anxiety, common mental
disorders, antenatal and postpartum mental
health, severe mental disorders, suicidality,
substance-use-related morbidity, and coping.
Second, reported determinants were
organised into biological and reproductive
factors, comorbid health-related factors, and
psychosocial ~determinants. Third, the
evidence was interpreted using a life-course
and gender-sensitive public health lens. The
final synthesis was reviewed by AP, MW,
DB and AC.

RESULT

Characteristics of the studies

The included studies represented diverse
geographical regions, populations, and
settings, including community-based
surveys, hospital-based studies, national
survey analyses, reproductive health settings,
chronic disease contexts, and violence-
related studies. Participants included
adolescent girls, reproductive-age women,
antenatal and postnatal women, women with
infertility, menopause and postmenopausal
experiences, older women, women living
with HIV/AIDS, diabetes, and PCOS, as well
as women exposed to domestic or intimate
partner violence.

Methodological quality of included studies
Two reviewers independently assessed
methodological quality using design-
appropriate validated tools. Cross-sectional
studies were evaluated with the eight-item
JBI Critical Appraisal Checklist for
Analytical Cross-Sectional Studies. Case-
control and cohort studies were evaluated
with  the  Newecastle—Ottawa  Scale.
Disagreements were resolved by consensus.
Risk-of-bias assessment showed that 19
studies were at low risk, 20 at moderate risk
and 2 at high risk of bias. Large population-
based studies generally had stronger
sampling and analytical methods. Item-level
quality assessment is presented in
Supplementary Tables 1 and 2
(Supplementary file can be accessed in the
Abstract HTML page. Click here for
supplementary file). Common limitations
were convenience or  hospital-based
sampling, limited control of confounding,
incomplete reporting of non-response or
missing data, and reliance on screening
instruments  rather  than  diagnostic
interviews.

Prevalence of Common Mental Disorders
Prevalence  estimates  were  derived
predominantly from cross-sectional studies
and varied substantially by population,
setting and measurement method. Screening-
positive depressive symptoms ranged from
5.7% to 76.8%, postpartum depression from

International Journal of Health Sciences and Research (www.ijhsr.org) 217
Volume 16; Issue: 9; September 2026


https://www.ijhsr.org/IJHSR_Vol.16_Issue.9_September2026/Supplementary_Table_1&2_Women&Mental_Health_Outcomes.pdf
https://www.ijhsr.org/IJHSR_Vol.16_Issue.9_September2026/IJHSR-Abstract23.html
https://www.ijhsr.org/IJHSR_Vol.16_Issue.9_September2026/Supplementary_Table_1&2_Women&Mental_Health_Outcomes.pdf
https://www.ijhsr.org/IJHSR_Vol.16_Issue.9_September2026/Supplementary_Table_1&2_Women&Mental_Health_Outcomes.pdf

Apurvakumar Pandya et al. Prevalence and risk factors of mental disorders among women in India: a

systematic review

22% to 54.9%, anxiety disorders or
clinically significant anxiety symptoms from
0.74% to 71.3%, and common mental
disorders from 8.2% to 83.1%. The upper
estimates came from selected groups,
including women receiving infertility care,

women exposed to intimate partner violence
and spouses of men with alcohol
dependence; they are therefore not directly
comparable with community prevalence
estimates. Table 1 summarises the reported
prevalence of mental health outcomes.

Table 1. Prevalence of mental disorders reported in reviewed studies

Mental disorder
range (%)

Prevalence

References

Depression 5.7-76.8

Bishwajit et al., 2017 1151;
Hussain et al., 2015 1%
Heylen et al., 2015 4I;

Indu et al., 2018 17
Vijayalakshmi and Sunitha, 2016 28I;
Jonas et al., 2014 2%,

Kumar et al., 2016 #;
Nyamathi et al., 2011 31,
NMHS, 2016 13,
Powell-Jackson et al., 2016 1131
Ranasinghe et al., 2016 !2I;
Sinha et al., 2013 121I;

Shah et al., 2017 P%;

Singh and Pradhan, 2014 B2;
Kamboj et al., 2023 Bl;
Prabhu et al., 2022 1401

Solanki and Kulkarni, 2017 31,
Sharma et al., 2019 143;

Sheeba et al., 2019 1461,
Kamimura et al., 2017 251,
Hudge et al., 2022 147!

Postpartum depression 2.2-54.9

Shivalli and Gururaj, 2015 !71;
Singh et al., 2023 134I;

Dubey et al., 2012 “1I;

Fatima et al., 2024 142
Dadhwal et al., 2023 44l

Neurotic and stress-related 4.50

disorders

NMHS, 2016 13!

Anxiety disorders or clinically | 0.74-71.3

significant anxiety symptoms

Christian et al., 2012 311,
Madhavanprabhakaran et al., 2015 12¢l;
NIMHANS, 2016 B33I;

Ranasinghe et al., 2016 2I;

Weaver and Madhu, 2015 !l

Common mental disorders 8.2-83.1

Soni et al., 2016 P!;
Hussain et al., 2015 1%
Chandra et al., 2009 1231;
Kumar et al., 2016 1%
Shidhaye and Patel, 2010 22I;
Fahey et al., 2016 !¢
Nayak et al., 2010 24;
Kamboj et al., 2023 15!,
Sathe et al., 2024 B7l;
Dadhwal et al., 2022 B3I;
Hudge et al., 2022 471;
Basu et al., 2024 1“8l
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This variation reflects differences in study
settings, population characteristics, use of
instrument to capture mental health
outcomes, and  sampling  methods.
Depression and anxiety were repeatedly
reported among women experiencing
reproductive transitions, chronic illness,
partner violence, low socioeconomic status
and inadequate social support.

Severe mental disorders, substance use
and suicidality

Severe mental disorders were reported less
frequently than common mental disorders.
Evidence from national and clinical studies
documented schizophrenia, bipolar affective
disorder, suicidality and severe psychiatric
morbidity among women, although gender

differences were not uniform across
conditions [M03355]  Women with severe
mental illness may also experience

abandonment, homelessness, sexual abuse
and barriers to rehabilitation ¥l. Substance-
use-related morbidity among women was
less frequently reported, potentially
reflecting stigma and under-disclosure. The
available studies documented alcohol or
tobacco use and the mental-health

consequences of a partner’s alcohol
dependence in relation to depression,
anxiety, violence and suicidality

[20.24.27,28,3047] - Quicidality was particularly
concerning among women exposed to
violence, reproductive complications or
severe psychological distress [10-20:27:2847,55]
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Table 2. Prevalence and associated risk factors for mental disorders among women in India

SI. | Location of the | Methodology Prevalence Associated risk factors Authors and year
No. | study
1 Gujarat, India Cross-sectional study Potential CMD  (SRQ-20): | Poor self-rated health, disability, | Soni, et al,2016 [9]
22.8% adverse healthcare and financial
indicators;  substantial  non-
recognition
2 Kashmir, India Case-control study e Depressive disorder 23%, e PCOS Hussain et al., 2015 [10]
110 patients. e Dysthymia: 1.8%,
e Panic disorder: 15.45%,
e OCD: 6.36%,
e Suicidality: 8%,
e Bipolar affective disorder:
2.72%,
e GAD: 15.45%.
3 New Delhi, India | Exploratory study e Anxiety: 26.6% e Not reported Weaver &Madhu, 2015
184 diabetic women e Depression: 19% [11]
4 | India and 11 other | Cross-sectional e Depression: 25.5% e Poor hygiene Ranasinghe et al., 2016
countries 7904womenfrom India e Insomnia: 7.8% e Elevated infections [12]
e Anxiety: 8.6%
5 Andhra Pradesh, Cross-sectional study e Depression :54.4% e Stigma Nyamathi et al., 2011
India 68 rural women living with HIV [13]
6 Karnataka, India Secondary data analyses. 372 | No prevalence reported; adjusted | e Food insecurity and | Heylen et al., 2015 [14]
women association with poorer internalized stigma
psychological well-being
(exp[B]=2.26, p=0.004)
7 India Cross-sectional study Self- reported depression: 40.3% | e Marriage Bishwajit et al., 2017
1077 men and 1047 women, ages | Diagnosed with depression: | e No formal education [15]
50 and above 17.7% e Not engaging in any type of
physical activity
8 Gujarat, India Cross-sectional survey 700 rural | Common mental disorders: | ¢ Gender Fahey et al., 2016 [16]
women 23.7% e Reproductive age
9 Karnataka, India Hospital based analytical cross- | Post-natal depression: (31.4%) e Birth of female child Shivalli &Gururaj, 2015
sectional study. e Poverty [17]
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Postnatal follow-up of 102 women
from 4"-10hweek.

Complication
pregnancy

during

10 | Uttar Pradesh, | Cross-sectional Treatment group: e JSY is negatively related to | Powell-Jackson et al.,
India 1695 women e Severe depression = 1%, depression. 2016 [18]
15-49 years of age e Moderate depression =20%.
Comparison group:
e Severe depression = 3%,
o Moderate depression =29%.
11 | New Delhi, India | Community Survey ¢ Possible depression:59.4% | e Low socioeconomic status Nagpal et al., 2008 [19]
195 subjects e Suicidal
thoughts:10.9%Found
positive for likely
depression: 36.6%
12 | Maharashtra, India | Population-based  cross-sectional | e Mild to moderate | o Not reported Jonas et al., 2014 [20]
study depression: 33.5% of men,
4711 tribal belt subjects, ages 30 44.8% of women
and above e Major depression: 8.1% of
men, 17.3% of women
13 | Tamil Nadu, India | Cross-sectional descriptive study e Depression: 60% women; | ¢ Widowhood Sinha et al., 2013
103 respondents,60-69 years of age men 29.3%. e Chronic disease and disability | [21]
e Pain
e Limitations in activities of
daily living
e Personality traits (dependent,
anxious or avoidant)
e Adverse life events
(separation, divorce,
bereavement, poverty, social
isolation)
e Lack of adequate social
support.
14 | Bihar, Jharkhand, | NFHS 2 & Follow up Survey e CMD :10.7% e Age-group of 15-39 Shidhaye & Patel, 2010
Maharashtra, e 5703 rural women, e Low-socioeconomic [22]
Tamil Nadu, India | e Age 15-39 years e Gender disadvantage
15 | India Cross-sectional Study e Depression: 31% e Reported IPV=56% Chandra et al., 2009 [23]
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e 105 women, e Anxiety disorder: 3%
o Age 18-49 years e Minor psychiatric disorders:
11%
16 | Goa, India Cross-sectional e CMD: 8.2% e Excessive alcohol use by | Nayaketal., 2010 [24]
e 821 women, partner
e 18-49 years of age e Partner violence
e Increasing age
e Low education
e Lack of paid employment
17 | Gujarat, India Cross-sectional study. 219 women, | e Reported IPV: 50% of the | ¢ Multiple types of violence Kamimura et al., 2017
ages 18-62 years of age ever-married women faced [25]
IPV.
18 | Kerala, India Prospective explorative survey e Prevalence of pregnancy- | ¢ Young age, Madhavanprabhakaran,
e 500 low-risk pregnant women specific anxiety during the | e Nuclear family nature D’Souza & Nairy, 2015
e Age18-35 third trimester of pregnancy [26]
- Moderate: 71%
- Severe: 29%
19 | Kerala, India A cross-sectional study e Depression:25.0% e Alcohol-dependent males Indu et al., 2018 [27]
e Anxiety disorders: 10% e Marriage
o Adjustment disorders: 53% o Stressful life events
20 | Tamilnadu, India | Cross-sectional study e Suicidal thoughts: 11% e Alcohol-dependent males Vijayalakshmi, 2016
e Severe depression: 35% e Intimate partner violence [28]
21 | Mysore, India Cross-sectional study conducted in | ¢ CMD: 44% e Number of previous stillbirths | Kumar et al., 2016 [29]
the tertiary maternity care hospital. | e Depression: 26% dead children before this
e 152 nparticipants within 2 | ¢ QObsession of child harm: delivery
weeks after delivery 8.55%
o Agel8to 35 years e Social phobia: 5.92
22 | Maharashtra, India | Cross-sectional controlled study e Depression: 36% e Domestic violence Shah et al., 2017 [30]
e 100 cases e Anxiety: 16% e Marital conflicts
e Stress disorder: 6% e Marital rape and assault
23 | Vadodara, India Cross-sectional study e Insomnia:57.1% e Not reported Christian, Kathad, &
e 147 post-menopausal women e Anxiety:38.1% Bhavsar, 2012
o Lack of concentration:33.3% [31]
24 | New Delhi, India | Cross-sectional study e Depression:32.1% e Not reported Singh, & Pradhan, 2014
e 252 post-menopausal women o  Anxiety:21.0% [32]
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o Aged40-54 years

25 | 12 states of the Household surveyin12 states across | Common mental disorders: e Not reported NMHS, 2016 [33]
country 6 Women: 9.57; Men: 15.22
regions of India Severe mental disorders:
e 10610 household contacted Women: 1.73; Men: 2.15
e 34802 individuals interviewed | Schizophrenia: Women: 1. Men:
1.49; Neurotic and stress-related
disorder:
Women: 4.5; Men: 2.85
Generalized anxiety disorder:
Women: 2.34; Men: 1.46
26 | Nagaland, India Hospital-based prospective study; | Postpartum depression screen | History of miscarriage (p =0.042) | Singh et al., 2023 [34]
162 women completing follow-up; | positive:  54.94% initially;
EPDS 18.52% at 2-4 weeks
27 | New Delhi, India Hospital based e Stress (Medium+ Normal): | ¢ Husband's employment type | Kamboj et al, 2023 [35]
e Pretested modified interview 86.8%, Anxiety: 43.6%, | e Infrequent intercourse during
schedule- demographic Depression: 76.8%; women the fertile window
variables, lifestyle variables, High Stress (Severe) -22.8% | e Infertility duration-for over 5
and reproductive trajectories, years
PSS, GAD-7, and PHQ-9 e Disturbed menstruation
e 500 women (250 infertile/250 e Family structure
fertile)
28 | Mumbai, e Hospital-based prospective | ¢ 38.6%- Anxiety e PCOS Chaudhari, Mazumdar,
Maharashtra, India observational study o 25.7%- Depression Infertility and alopecia were | & Mehta, 2018 [36]
associated with anxiety, while
acne was associated with
depression.
29 | Central India Community-based cross-sectional, | e 68.8%- Depression e Intimate partner violence | Sathe et al., 2024 [37]
observational descriptive study e 71.3%- Anxiety (Physical violence, emotional
e 17.5%-PTSD abuse, sexual abuse)
30 | Delhi, India Quantitative interview with non- | Poor psychological well-being: | e Infertility Sharma et. al, 2022 [38]

probability consecutive sampling

method

e  WHO-5 perceived well-being
scale

54.8% among infertile women
and 15.2% among fertile women

e Primary  infertility  had
substantially  higher poor
psychological well-being with
an odds ratio of 6.76.

223
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e 500 women (250 fertile & 250
infertile)

31 | Tertiary care | Cross-sectional hospital-based | o 58%with depression, e Infertility Dadhwal et al., 2022 [39]
hospital in | studywith150interviewswith e 24%with anxiety, e Family structure
Northern India infertile women in Hindi 24%with both e Financial stress
e Purposive sampling e Social discrimination
¢ Hamilton Depression Rating e Maladaptive coping strategies
Scale (HDRS)
e Hamilton Anxiety Rating Scale
(HAM-A),
e  WHO-Quality of Life-BREF
(WHOQOL)- Hindi,
e The Rosenberg Self-Esteem
Scale (RSES),
e  Brief-COPE Inventory (COPE)
32 | Tertiary care | Cross-sectional hospital-based e 21.98% -  Antenatal | ® Youngage (AOR=2.01;95% | Prabhu et. al, 2022 [40]
hospital, South | e  Consecutive sampling method Depression CI: 0.56-7.20)
India e 314 pregnant women e Lower education (AOR =
e Edinburgh Postnatal 1.52),
Depression Scale (EPDS) e Homemakers (AOR =1.37),
e First-time pregnant women
(primigravida) (AOR = 1.13),
History of miscarriage (AOR
=1.56)
33 | New Delhi, India Cross-sectional, hospital-based e 6% - Postpartum Depression | e Marital discord (2%), Dubey et. al., 2012 [41]
e Consecutive sampling o Nuclear family (p = 0.019)
e 506 peripartum women Birth of female child (strong
EPDS (Hindi version) risk factor- (p = 0.00001)
34 | Jharkhand, Tata | Prospective observational study e Postpartum depression: | ¢ Low socioeconomic class Fatima et al., 2024 [42]
Main Hospital e 174 women 14.28% e One or more perinatal losses
o Edinburgh Postnatal e Female babies
Depression Scale (EPDS) &
GHQ-12
35 | Mumbali, India Cross-sectional comparative | Depressive symptoms: 54.3% e Lower socioeconomic status, | Solanki &  Kulkarni,
community-based survey e Lower educational | 2017 [43]
e Systematic random sampling qualification,
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254 women

e Centre for Epidemiological
Studies Depression Scale, 20-
item version (CES-D-20)

Adverse marital status (being

widowed, divorced, or
separated),

Presence of
somatic/psychosomatic
complaint

e Substance use
36 | Delhi, India Community-based cross-sectional | Any postpartum depression/ | ¢ Maternal & spouse illiteracy | Dadhwal et al., 2023 [44]
study anxiety: 5.6%; depression: 2.2%; | e Lower socioeconomic status
e 680 postpartum women anxiety: 0.74%; comorbidity: | e Family history of substance
e EPDS for postpartum | 2.8% use
depression e Higher parenting stress
o STAI for postpartum anxiety. e Poor recent lifestyle
e Screen-positive  women Lower partner and family
were diagnostically support
assessed using MINL e [ower marital satisfaction
e Higher intimate  partner
violence
37 | Urban and rural | Cross-sectional study using mixed | 25%- Depression e Domestic Violence Sharma et al., 2019 [45]
Delhi, India methods
e C(Cluster and systematic random
sampling- 827
e WHO questionnaire on DV,
Self-Reporting Questionnaire-
20 (SRQ-20)
38 | Bangalore, India Hospital-based cross-sectional | o  36%- Prenatal/Antenatal | ¢ Domestic violence Sheeba et al., 2019 [46]
prevalence study Depression e Pregnancy-related anxiety
e Pregnant women attending e Marital Discord
antenatal clinic-280 (Pregnant
women <6 months gestation)
o EPDS, MSPSS, PRAQ
39 | Mangalore, Cross-sectional study e 83.1% - Common mental | e Emotional violence Hudge et al., 2022 [47]

Karnataka, India

¢ Non-probability
sampling

e 65 spouses/partners of men with
Alcohol Dependence Syndrome

purposive

disorders
e 52.3% - Depression
e 30.8% - Suicidality

Husband’s
employment,
Husband’s alcohol severity

irregular
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e Tools used: Socio-demographic
data sheet, AUDIT, SRQ-20,
MINI-PLUS, and Demographic
and Health Survey Tool-
Domestic Violence Module.

27.7% - Dysthymia
4.6% - Panic disorder
1.5% - PTSD

84.6%- Intimate
violence

partner

40 | India Secondary data analysis of LASI | e 21.76%- Depression among | e Menopause Basu et, al., 2024 [48]
The study used | Wave 1. women aged >50 years e Rural residence
nationally e Population:  postmenopausal | e 17.60%- Depression among | e Multimorbidity / chronic
representative data women aged >50 years. women aged <50 years health conditions.
from the | e Depression was assessed using
Longitudinal the Centre for Epidemiological
Ageing Study in Studies Depression Scale (CES-
India (LASI), D)
Wave 1.
41 | North Karnataka, Cross-sectional study; 13-14- | Psychological distress Poverty / low socioeconomic Beattie et al., 2019 [49]
South India year-old adolescent girls status, gender inequity, and lack
of school safety.
42 | Bengaluru  City, | Screening study at a government | e Antepartum anxiety and | ¢ Low family income, lack of | Johnson et al., 2018 [S0]
India maternity ~ hospital;  pregnant depression spousal support, and a history
women availing antenatal care of  previous  pregnancy
complications or losses.
43 | Southern Prospective cohort study; 1,542 | e Psychological distress, | ® Experience of severe or less- | Iyengar et al., 2012 [51]
Rajasthan, rural women followed through their decreased quality of life, and severe maternal/obstetric
India first postpartum year compromised physical complications at childbirth or
functioning. during the immediate
postpartum period.
44 | North region, India | Clinical study comparing | e Significantly higher | e Biological/hormonal Meena et al., 2016 [52]
postpartum women against non- cognitive deficits (memory fluctuations during childbirth
pregnant peers and concentration issues), combined with the stress of
elevated depression, and adapting to the maternal role.
anxiety.
45 | Bangalore, Hospital-based ~ cohort  study; | e Early pregnancy-related | e Lack of social support, lower | Nath et al., 2019 [53]
Southern India pregnant women at less than 24 anxiety household income, unplanned

weeks of gestation

pregnancy, and a history of
previous pregnancy losses.
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46 | Odisha, India Systematic data collection study | e High levels of chronic | ¢ Inadequate  access  to | Hulland etal, 2015 [54]
across slums, rural, and tribal environmental stress and clean/private  water  and
villages  evaluating  different fear (Sanitation-Related sanitation resources; highest
reproductive life stages Psychosocial Stress - SRPS). stress tied to managing

menstruation  and  open
defecation routines.
48 | Sundarban, West | Clinical epidemiological record | e Deliberate self-harm (DSH) | ¢ Acute  marital  conflict, | Banerjee et al., 2009 [S5]

Bengal, India analysis of 1,277 patients admitted and suicide attempts; women domestic discord, low

to six island hospitals accounted for 65.2% of DSH socioeconomic resilience, and

admissions and 67.1% of easy household accessibility

recorded deaths. of highly toxic chemical

pesticides.
49 | Kolkata Community-based cross-sectional | ¢ Domestic violence: 54%; | ¢ Husband’s alcohol | Sinha et al., 2012 [56]

study among ever-married women 41.9% experienced current dependence and multiple

aged 1545 years in an urban slum and lifetime physical or sexual partners; property

psychological abuse ownership, higher income and

social support were protective
Abbreviations: CMD, common mental disorders; CES-D, Center for Epidemiologic Studies Depression Scale; EPDS, Edinburgh Postnatal Depression Scale; GAD, generalized
anxiety disorder; GHQ, General Health Questionnaire; HAM-A, Hamilton Anxiety Rating Scale; HDRS, Hamilton Depression Rating Scale; IPV, intimate partner violence;
MINI, Mini International Neuropsychiatric Interview; MSPSS, Multidimensional Scale of Perceived Social Support; OCD, obsessive-compulsive disorder; PCOS, polycystic
ovary syndrome; PRAQ, Pregnancy-Related Anxiety Questionnaire; PSS, Perceived Stress Scale; PTSD, post-traumatic stress disorder; RSES, Rosenberg Self-Esteem Scale;
SRQ-20, Self-Reporting Questionnaire-20; STAI, State-Trait Anxiety Inventory; WHOQOL-BREF, World Health Organization Quality of Life-BREF.
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Associated Risk Factors

Authors identified factors reported as
determinants of women’s mental health. Table
2 presents studies that reported prevalence and
associated risk factors, whereas Table 3
highlights various risk factors associated with
reported mental health outcomes. Major
associated risk factors reported in these studies
were categorised into 1) biological &
reproductive risk factors, 2) comorbid
conditions and 3) socio-economic &
environmental factors and social norms &
gender-based violence.

Biological and reproductive risk factors:
Women’s vulnerability to mental-health
problems varies across the reproductive life
course. Puberty and menstruation may be
accompanied by psychological distress,
depressive symptoms and anxiety, particularly
when biological changes coincide with school
discontinuation, restricted mobility, early
marriage or gender-based expectations 49341,
Pregnancy is associated with antenatal
depression, pregnancy-specific anxiety and
common mental disorders, while younger
maternal age, primigravida status, previous
miscarriage, marital discord, inadequate social
support and socioeconomic disadvantage may
increase vulnerability 26404650531 Dyring the
postpartum period, women may experience
depression, anxiety, suicidal ideation,
cognitive difficulties and impaired
psychological well-being; reported correlates
include delivery complications, perinatal loss,
low income, limited family support, marital
dissatisfaction and the birth of a female child
in settings characterised by son preference -
19.29,34,41.42.44,5132] Tnpfertility is associated with
depression, anxiety, stress, poor psychological
well-being,  reduced  self-esteem  and
maladaptive  coping, particularly when
accompanied by prolonged treatment,
financial strain, marital pressure and social
discrimination ~ B5331 Menopause and
postmenopausal transition are associated with
depression, anxiety, sleep disturbance, somatic
symptoms, impaired concentration and
reduced quality of life 31:32481,

Comorbid health conditions: Physical and
reproductive  health  conditions  may
contribute to mental-health vulnerability
through symptom burden, functional
limitation, uncertainty about prognosis,
stigma and reduced quality of life. Women
with diabetes have reported anxiety and
depressive symptoms [l whereas women
living with HIV/AIDS have experienced
depression, psychological distress and
diminished psychological well-being, often

intensified by food insecurity and
internalised stigma 1314 Polycystic ovary
syndrome has been associated with

depression, generalised anxiety disorder,
panic  disorder,  obsessive-compulsive
symptoms and bipolar affective disorder;
infertility, acne and alopecia may further
compound psychological distress among
affected women [1936  Chronic illness,
multimorbidity, disability, persistent pain,
somatic complaints and sleep disturbance are
also associated with depression, anxiety,
common mental disorders, functional

impairment and reduced quality of life
19,21,43,48]

Socioeconomic and environmental
Sfactors: Poverty, unemployment or lack of
paid work, and adverse living conditions are
associated  with  depression, anxiety,
psychological distress and common mental
disorders [*15-18.222443] 'Food insecurity may
generate  persistent  uncertainty  and
household stress 41 while inadequate
sanitation are associated with fear, shame,

safety concerns and daily psychosocial strain
[54]

Social norms and  gender-based
violence: Women’s mental health is socially
patterned. Violence and adverse relational
environments constitute particularly
consistent determinants of women’s adverse
mental health outcomes. Domestic and
intimate partner violence—including
physical, emotional and sexual violence—
are associated with depression, anxiety, post-
traumatic stress symptoms, common mental
disorders, psychological morbidity, suicidal
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ideation and reduced quality of life 23
25,27,28,30,37.45-47,55,56] - Childhood abuse, abuse
by in-laws, marital rape, assault and dowry-
related harassment may produce cumulative
psychological consequences across the life
course 251, A partner’s harmful alcohol use
may increase women’s exposure to violence,
economic insecurity and marital conflict and
is associated with depression, anxiety,
suicidality and broader psychiatric morbidity
24,27,30471 Widowhood, separation and other
adverse marital circumstances are associated
with depressive symptoms, psychological
distress, and poorer health outcomes 21431,
Low autonomy may further restrict women’s

control over mobility, healthcare use,
employment, household resources and
reproductive decisions, thereby increasing
vulnerability to common mental disorders
22241 Lack of social support, restrictive
family relationships, caregiving pressure and
gender discrimination may further intensify
distress, particularly during pregnancy,
postpartum  recovery and infertility
35,39,40.44,46,50.53]  Stigma can  worsen
psychological wellbeing, discourage
disclosure and delay help-seeking, especially
among women living with HIV/AIDS,
infertility or severe mental illness 1314381,

Table 3. Risk factors and associated mental health outcomes among women

Risk-factor domain Risk factors

Associated mental-health outcomes

Biological and
reproductive factors

Puberty

Psychological distress; depressive symptoms;
anxiety symptoms

Menstruation and menstrual

Depression; anxiety; psychological distress;

difficulties impaired emotional well-being

Pregnancy Antenatal depression; pregnancy-related
anxiety; common mental disorders

Postpartum period Postpartum depression; anxiety; psychological
distress; suicidal ideation

Infertility Depression; anxiety; stress; reduced
psychological well-being

Menopause Depression;  anxiety; sleep  disturbance;
psychological distress

Birth of a female child Postpartum depressive symptoms; psychological

(in settings where male-child
preference is prominent)

distress

Comorbid health Diabetes

conditions

Depression; anxiety symptoms; diabetes-related
emotional distress

HIV/AIDS

Depression; anxiety; psychological distress;
reduced psychological well-being

(PCOS)

Polycystic ovary syndrome

Depression; generalized anxiety disorder; panic
disorder; obsessive—compulsive  symptoms;
bipolar disorder

Endometriosis

Depression; anxiety; psychological distress;
reduced quality of life

Chronic illness

Depression; anxiety; common mental disorders;
psychological distress

Pain disorders

Depression;  anxiety; sleep  disturbance;

functional impairment

Sleep disorders

Depression; anxiety; psychological distress;
reduced well-being

Socioeconomic and
environmental factors

Low educational attainment

Depression; anxiety; common mental disorders;
antenatal or postpartum depression

Poverty and socioeconomic

Depression; anxiety; psychological distress;

disadvantage common mental disorders
Food insecurity Depression; stress; anxiety; reduced
psychological well-being
Poor sanitation Stress; anxiety; psychological distress
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Unemployment or lack of

Depression; common mental disorders; reduced

paid work psychological well-being
Social norms, and Domestic or intimate partner | Depression; anxiety; post-traumatic — stress
Gender-based violence violence symptoms; common mental disorders; suicidal

ideation

Marital conflict

Depression; anxiety; adjustment difficulties;
postpartum depression

Partner alcohol use

Depression; anxiety; common mental disorders;
suicidal ideation

Gender discrimination

Depression; psychological distress; anxiety; self-
harm risk

restrictive family dynamics

Widowhood or adverse | Depression; psychological distress; social

marital status isolation

Social isolation Depression; anxiety; common mental disorders;
reduced psychological well-being

Low autonomy Depression; anxiety; psychological distress;
common mental disorders

Lack of social support Antenatal or postpartum depression; anxiety;
common mental disorders

Family pressure and | Depression; anxiety; psychological distress

Mental health-related stigma

Depression; reduced psychological well-being;

delayed help-secking and treatment uptake

Coping and social support

Evidence on coping was limited but
important. Women experiencing infertility
and family stress reported maladaptive
coping patterns such as denial and
behavioural disengagement %1, Local social
support, family support, and supportive
household environments appeared to reduce
vulnerability, while social isolation, low
autonomy, stigma, and family conflict
intensified distress.

DISCUSSION
This review found a substantial but
heterogeneous burden of mental-health

symptoms and disorders among women in
India. Variation reflected differences in
sampling frames, life stage, exposure profile,
research instruments and varying thresholds
across  instruments.  Population-based
estimates were generally lower than
estimates from selected clinical or violence-
exposed groups. Accordingly, the reported
ranges should be interpreted as a description
of the evidence base rather than as a pooled
national prevalence. The findings indicate
that reproductive transitions, chronic
conditions and social adversity frequently
co-occur, supporting a life-course and

gender-responsive interpretation of women’s
mental health 15,

Biological transitions were embedded within
social expectations concerning marriage,
fertility, motherhood, caregiving and family
roles. Infertility, pregnancy, postpartum
recovery and menopause were associated
with distress, but their effects were often
conditioned by poverty, stigma, constrained
autonomy, family conflict, violence and
limited support [18:23-27,36-3941-501 Thege cross-
sectional associations do not establish
causality. A life-course approach is
warranted. Evidence among adolescent girls
linked psychological distress with social
vulnerability and violence, while studies of
reproductive-age  and  older women
demonstrated changing risks related to
fertility, = maternity,  chronic 1illness,
menopause, widowhood and functional
limitations [12:13.24,42-501

Pregnancy and the postpartum period

emerged as  important  stages  of
psychological vulnerability. Women
experiencing poverty, pregnancy loss,

marital difficulties, limited family support or
intimate  partner  violence  appeared
particularly susceptible to antenatal and
postpartum depression and anxiety. Maternal
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healthcare should therefore recognise the
influence of family and social circumstances
while protecting women’s autonomy, safety
and confidentiality [51  Antenatal and
postnatal  services  provide  practical
opportunities for validated mental-health
screening, suicide-risk assessment, initial
psychosocial support and referral when
specialised care is required 1981,

Infertility was also associated with stress,
anxiety, depressive symptoms, poor
psychological well-being and unhelpful
coping responses. Fertility services should
recognise this emotional burden and offer
couple counselling without implying that
responsibility for infertility rests primarily
with women. Those experiencing clinically
significant distress should be referred for
appropriate mental-health care °l. Evidence
relating to menopause and post-menopause
was more limited, but women reported
depression, anxiety, insomnia, difficulty
concentrating and poorer quality of life
557,591 The mental-health needs of women in
midlife should therefore receive greater
attention within primary care, non-
communicable disease services and healthy-
ageing programmes.

Women living with diabetes, HIV, polycystic
ovary syndrome and other chronic or

reproductive conditions frequently
experienced anxiety, depression and broader
psychological distress. These findings

illustrate how physical symptoms, treatment
demands, stigma and uncertainty can affect
emotional well-being. Mental and physical
healthcare should therefore be integrated
instead of being delivered through
disconnected services [2°. Screening can
support early recognition, but it will have
limited value unless positive findings are
followed by appropriate assessment,
counselling, referral and affordable care.

Women’s mental health was also shaped by
their social and economic circumstances.
Financial hardship, limited education, food
insecurity, widowhood, a partner’s harmful
alcohol use, inadequate social support and
restrictive gender norms appeared repeatedly
across the evidence base I¥l. Violence was

especially important and was associated with
depression, anxiety, post-traumatic stress
symptoms and suicidality 56 Mental-
health services should therefore be connected
with confidential enquiry about violence,
safety planning, social protection and
appropriate legal and violence-response
services P*l. The influence of family structure
was not uniform. Joint families could provide
practical and emotional support, but they
could also expose women to greater conflict
or pressure related to marriage and
childbearing. Nuclear families might offer
greater privacy and autonomy while leaving
women with less day-to-day support. The
findings suggest that the quality, safety and
responsiveness of family relationships are
more important for women’s mental health
than household structure alone 1.

Implications of findings

The findings support integrating women’s
mental-health  screening and first-line
support into primary care, reproductive and
child health, adolescent health, fertility, HIV
and NCD care services. Implementation
requires standardized screening tools, trained
providers, privacy, clear referral mechanism,
availability of essential psychotropic
medicines, follow-up and monitoring of
patient outcomes [245381  Care should be
gender-responsive and rights-based,
recognizing women as individuals rather
than defining their distress primarily through
reproductive or family roles.

Guided by the WHO Commission on Social
Determinants of Health framework, action
should extend beyond healthcare to address
the structural and intermediary conditions
shaping women’s mental health, including
limited autonomy, power, discriminatory
gender norms, poverty, limited education and
employment, food insecurity, inadequate
sanitation, reproductive pressure, unpaid
caregiving, social isolation and violence.
Coordinated interventions across individual,
family, community, health-system and
policy levels should combine psychosocial
support with social protection, livelihood
opportunities, reproductive autonomy, safe
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workplaces and violence prevention. As
outlined in Table 4, these multipronged
strategies should be evaluated for clinical
effectiveness, safety, equity, and their
capacity to reduce inequalities across the life
course.

Addressing the social determinants of
women’s mental health requires coordinated
action across  policy, health-system,
community and family levels. Structural
inequalities should be addressed through
effective legislation, social protection,
gender-responsive budgeting and
intersectoral collaboration. A life-course
approach is required to respond to women’s
changing needs during adolescence,
reproductive age, pregnancy, postpartum
recovery, infertility, menopause, widowhood

care, reproductive and maternal health,
fertility, HIV, diabetes, NCD and geriatric
services. These measures should be
accompanied by prevention of domestic,
sexual and intimate partner violence and
confidential, survivor-centred responses that
include safety assessment, trauma-informed
counselling, legal assistance, shelter and
referral. Family and community
interventions should strengthen supportive
relationships, women’s  groups, peer
networks and mental-health awareness while
reducing stigma, harmful gender norms and
unequal caregiving burdens. Following the
principle of proportionate universalism,
essential mental-health services should be
available to all women, with progressively
greater outreach, resources and support for

and older age. Mental-health screening, first- those experiencing greater social and
line psychosocial support, treatment and  economic disadvantage.
referral should be integrated into primary
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Table 4. Proposed multi

ronged strategic actions to for coordinated mental health actions

Strategic
domain

Immediate actions

Short-term actions

Long-term actions

Structural and
policy action

Map existing policies related to
mental health, gender-based violence,
education,  employment,  social
protection, food security, sanitation,
housing, reproductive health in the
state;

Establish an intersectoral women’s
mental-health task force;

Identify gaps in existing schemes and
legal provisions for protection.

e Strengthen implementation of protections against
domestic violence, sexual violence, dowry harassment,
and child marriage;

e Expand access to financial inclusion, livelihood
programmes, and social-protection entitlements;

o Initiate gender-responsive budgeting, introduce gender-
equity impact assessment.

o Institutionalise a  Health-in-All-Policies
approach;  reduce  structural  gender
inequalities in education, employment, and
income;
e Establish
financing;
o Strengthen convergence & coordination
among  health, women and child
development, social justice, law enforcement
and judicial systems.

sustained  gender-responsive

Life-course

Identify age- and life-stage-specific

e Scale school and college mental-health programmes;

e Establish a universal life-course women’s

prevention risks; introduce menstrual-health integrate  reproductive  autonomy, contraception, mental-health programme spanning
education, life skills and confidential infertility counselling and violence prevention into adolescence, reproductive age, pregnancy,
counselling in selected schools; reproductive-health services; postpartum, menopause and older age;

e Include basic mental-health | e Implement repeated antenatal and postnatal screening; e Link health interventions with education,
assessment in antenatal, postnatal, | e Develop menopause and healthy-ageing mental-health social ~ protection, ~ employment  and
infertility, menopause and geriatric screening community participation throughout the life
services; course.

e Train providers in age-appropriate
and gender-responsive care.

Integrated e Introduce brief, validated screening in | e Expand stepped mental-health care across primary care, |  Integrate women’s  mental health
healthcare selected Ayushman Arogya Mandirs, sexual and reproductive health, NCD, and geriatric comprehensively —across primary and
delivery PHCs and maternal-health services; services. specialist healthcare.

® Develop standard operating | e Strengthen referral coordination with the District Mental | e Establish interoperable referral and follow-
procedures for assessment, Health Programme and Tele-MANAS. up systems.
psychosocial ~ first  aid, lay | e Ensure the availability of essential psychotropic | e Institutionalise collaborative care.
counselling, referral and follow-up; medicines. e Develop  sustainable  quality-assurance

e Map available mental-health and | e Introduce referral tracking, supportive supervision and mechanisms.
social services; periodic quality audits.

e Ensure private and confidential
consultation spaces.

Addressing e Ensure private and confidential | e Establish formal referral protocols between health | e Institutionalise an integrated violence and
gender-based enquiry about violence; train facilities, violence-response services, legal aid, police, mental-health response across health, legal
violence providers in survivor-centred and shelters, social welfare and de-addiction services; and social-protection systems;

trauma-informed care; introduce
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immediate safety and suicide-risk
assessment;

Prepare communication materials for
One Stop Centres, protection officers,
shelters, legal aid, police and
financial support;

Prohibit disclosure to partners or
families without consent.

o Strengthen coordination, counselling, crisis support and
follow-up;

o Create safe
procedures

documentation and data-protection

e Strengthen prevention through gender-
transformative programmes and alcohol-
harm reduction;

e Ensure sustained access to shelter, legal
protection, economic rehabilitation and long-
term trauma care.

Family and e Map community resources; establish | e Expand peer-support networks and caregiver-support | e Sustain community-based mental-health
community women-led peer-support groups in programmes; promotion through local governance and
interventions priority  areas; orient ASHAs, | e Engage men and boys in gender equality, shared women’s collectives;
Anganwadi workers and community caregiving and non-violence; e Strengthen equitable gender norms, shared
leaders to identify distress and | e Involve self-help groups, schools and Panchayati Raj caregiving and collective agency;
facilitate referral; Institutions with Village/Taluka/District Mental Health | e Institutionalise community participation and
e Initiate mental-health literacy and Programme; lived-experience leadership in programme
anti-stigma communication; assess | e Develop community responses to harmful alcohol use; planning and evaluation.
relational safety before involving | e Establish  referral  links  between  community
family members. platforms/social resources and primary care.
Proportionate o I[dentify and provision additional | e Expand mobile, community-based and tele-mental- | e Embed equity-focused planning, financing
universalism outreach and support to women health services in underserved areas; provide transport, and evaluating within district and state health
and Equity- experiencing  violence, poverty, childcare and financial assistance; allocate health & systems; reduce avoidable social and
oriented disability, infertility, pregnancy loss, wellness counsellor at PHC, develop tailored geographic inequalities in outcomes;
monitoring HIV, chronic illness, etc.; interventions for women with disabilities, migrants and | e establish longitudinal surveillance of
e Map geographic and social gaps in other underrepresented groups; women’s mental health and its social
service coverage; define a minimum | e Develop & integrate equity indicators into HMIS and determinants;  evaluate  policy  and

equity-indicators;

Gather disaggregated data;

Establish baseline measures for
access, affordability, quality and
outcomes;

Involve women with lived experience
in planning, implementation &
evaluation; introduce priority
outreach and facilitated referrals

programme reviews; monitor the care pathways from
screening to treatment, recovery, and rehabilitation;

e Measure patient-reported experience & outcomes;
conduct district equity audits; report gaps and take
corrective actions.

programme effects on absolute and relative
inequities; promote implementation & policy
research, and document notable practices.
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Strengths and limitations of the study

This review synthesised evidence across life
stages, clinical conditions and social
contexts. The review highlights women’s
mental health outcomes and associated risk
factors. However, limitations of the review
should be acknowledged. The evidence base
was dominated by married, cisgender and
reproductive-age women. Tribal women,

migrants, women  with  disabilities,
unmarried women, sexual and gender
minorities, women experiencing

homelessness and women in institutions
were underrepresented. Future studies should
examine intersections between gender, caste,
class, disability, geography, marital status
and access to care. Despite these limitations,
the review sheds important insights on social
determinants of women’s mental health.

CONCLUSION

The evidence synthesis shows that women in
India experience a substantial burden of
adverse mental health outcomes. Depression,
anxiety, common mental disorders,
postpartum  depression, severe  mental
disorders, substance use disorders, suicidality,
and coping-related concerns were reported
across studies. The risk factors are
multidimensional and include reproductive
transitions, infertility, menopause, comorbid
physical  conditions, poverty, limited
education, widowhood, poor sanitation,
domestic violence, intimate partner violence,
family dynamics, and low social support. The
findings call for a shift from an individual
illness model to a life-course, gender-sensitive,
family-aware, community-based, and rights-
oriented model of mental health care.
Women’s mental health interventions should
move beyond an individual risk model and
address the social, economic, relational, legal,
and health-system determinants that shape
mental wellbeing. Routine psychological
screening and counselling should be integrated
into  reproductive, fertility,  antenatal,
postpartum, menopausal, and chronic disease
care. Community-based prevention, gender-
sensitive social and behaviour change
communication, family engagement, and

improved referral linkages are necessary to
reduce risk and improve access to care. Future
research  should generate longitudinal
evidence, evaluate scalable women-centred
interventions, include marginalised groups,
and examine how social protection, gender
equity,  reproductive  autonomy, and
community-based mental health services can
jointly improve women’s mental wellbeing in
India.

Declaration

Ethical Approval: Not applicable
Acknowledgement: None

Source of Funding: None

Conflict of Interest: The authors declare no
conflict of interest.

Creative Commons Attribution License 4.0

This is an open-access article published under the
terms of the Creative Commons Attribution 4.0
International License (CC BY 4.0).
https://creativecommons.org/licenses/by/4.0

REFERENCES

1. GBD 2023 Mental Disorder Collaborators.
Updated trends in the global prevalence and
burden of mental disorders, 1990-2023: a
systematic analysis for the Global Burden of
Disease Study 2023. Lancet. 2026;
407(10543):2040-2064. doi: 10.1016/S0140-
6736(26)00519-2

2. Prince M, Patel V, Saxena S, Maj M,
Maselko J, Phillips MR, et al. No health
without mental health. Lancet.
2007;370(9590):859-877.
doi:10.1016/S0140-6736(07)61238-0.

3. World Health Organization. Understanding
and addressing violence against women:
intimate partner violence. Geneva: World
Health Organization; 2012. Available from:
https://www.who.int/publications/i/item/W
HO-RHR-12.36

4. Brown A, Chandra PS, Chakraborty S,
Satyanarayana VA. Patrilocality in South
Asia as a determinant of maternal mental
health: A scoping review. Journal of Public
Health Research. 2026;
15(2):22799036261459194. doi:
10.1177/22799036261459194.

5. Malhotra S, Shah R. Women and mental
health in India: an overview. Indian J
Psychiatry. 2015;57(Suppl 2): S205-S211.
doi:10.4103/0019-5545.161479.

International Journal of Health Sciences and Research (www.ijhsr.org)

235

Volume 16; Issue: 9; September 2026


https://creativecommons.org/licenses/by/4.0
https://www.who.int/publications/i/item/WHO-RHR-12.36
https://www.who.int/publications/i/item/WHO-RHR-12.36

Apurvakumar Pandya et al. Prevalence and risk factors of mental disorders among women in India: a
systematic review

6.

10.

11.

12.

13.

14.

15.

Page MJ, McKenzie JE, Bossuyt PM,
Boutron I, Hoffmann TC, Mulrow CD, et al.
The PRISMA 2020 statement: an updated
guideline for reporting systematic reviews.
BMJ. 2021;372: n71. doi:10.1136/bmj. n71.
Joanna Briggs Institute. JBI manual for
evidence synthesis. Adelaide: JBI; 2024.
Available from: https://jbi-global-
wiki.refined.site/space/MANUAL

Wells GA, Shea B, O'Connell D, Peterson J,
Welch V, Losos M, et al. The Newcastle-
Ottawa Scale for assessing the quality of
nonrandomised studies in meta-analyses.
Ottawa: Ottawa Hospital Research Institute;
2000.

Soni A, Fahey N, Byatt N, Prabhakaran A,
Simas TAM, Vankar J, et al. Association of
common mental disorder symptoms with
health and healthcare factors among women
in rural western India: results of a cross-
sectional survey. BMJ Open. 2016; 6(7):
e010834. doi:  10.1136/bmjopen-2015-
010834.

Hussain A, Chandel RK, Ganie MA, Dar
MA, Rather YH, Wani ZA, et al. Prevalence
of psychiatric disorders in patients with a
diagnosis of polycystic ovary syndrome in
Kashmir. Indian J Psychol Med.
2015;37(1):66-70. doi:10.4103/0253-
7176.150822.

Weaver LJ, Madhu SV. Type 2 diabetes and
anxiety symptoms among women in New
Delhi, India. Am J Public Health.
2015;105(11):2335-40.
doi:10.2105/AJPH.2015.302830.
Ranasinghe S, Ramesh S, Jacobsen KH.
Hygiene and mental health among middle
school students in India and 11 other
countries. J Infect Public Health.
2016;9(4):429-35. doi:
10.1016/j.jiph.2015.11.007.

Nyamathi A, Heravian A, Zolt-Gilburne J,
Sinha S, Ganguly K, Liu Y, et al. Correlates
of depression among rural women living
with AIDS in southern India. Issues Ment
Health Nurs. 2011;32(6):385-391.
doi:10.3109/01612840.2011.577269.
Heylen E, Panicker ST, Chandy S, Steward
WT, Ekstrand ML. Food insecurity and its
relation to psychological well-being among
South Indian people living with HIV. AIDS
Behav. 2015;19(8):1548-1558.
doi:10.1007/s10461-014-0966-x.

Bishwajit G, O’Leary DP, Ghosh S, Yaya S,
Shangfeng T, Feng Z, et al. Physical

16.

17.

18.

19.

20.

21.

22.

23.

inactivity and self-reported depression
among middle- and older-aged population in
South Asia: World Health Survey. BMC
Geriatr. 2017;17(1):100.
doi:10.1186/s12877-017-0489-1.

Fahey N, Soni A, Allison J, Vankar J,
Prabhakaran A, Moore Simas TA, et al.
Education Mitigates the Relationship of
Stress and Mental Disorders Among Rural
Indian Women. Ann Glob Health.
2016;82(5):779-787. doi:
10.1016/j.a0gh.2016.04.001.

Shivalli S, Gururaj N. Postnatal depression
among rural women in South India: do
sociodemographic, obstetric and pregnancy
outcome have a role to play? PLoS One.
2015; 10(4): €0122079. doi:
10.1371/journal.pone.0122079.
Powell-Jackson T, Pereira SK, Dutt V,
Tougher S, Haldar K, Kumar P. Cash
transfers, maternal depression and emotional
well-being: quasi-experimental evidence
from India’s Janani Suraksha Yojana
programme. Soc Sci Med. 2016; 162:210—
18. doi: 10.1016/j.socscimed.2016.06.034.
Nagpal J, Dhar RS, Sinha S, Bhargava V,
Sachdeva A, Bhartia A. An exploratory study
to evaluate the utility of an adapted Mother
Generated Index in assessment of postpartum
quality of life in India. Health Qual Life
Outcomes. 2008; 6:107. doi:10.1186/1477-
7525-6-107.

Jonas JB, Nangia V, Rietschel M, Paul T,
Behere P, Panda-Jonas S. Prevalence of
depression, suicidal ideation, alcohol intake
and nicotine consumption in rural Central
India. The Central India Eye and Medical
Study. PLoS One. 2014;9(11): e113550. doi:
10.1371/journal.pone.0113550.

Sinha SP, Shrivastava SR, Ramasamy J.
Depression in an older adult rural population
in India. MEDICC Rev. 2013;15(4):41-4.
doi: 10.37757/MR2013V15.N4.10.
Shidhaye R, Patel V. Association of
socioeconomic, gender and health factors
with common mental disorders in women: a
population-based study of 5,703 married
rural women in India. Int J Epidemiol.
2010;39(6):1510-21.
doi:10.1093/ije/dyq179.

Chandra PS, Satyanarayana VA, Carey MP.
Women reporting intimate partner violence
in India: associations with PTSD and
depressive symptoms. Arch Womens Ment

International Journal of Health Sciences and Research (www.ijhsr.org)

236

Volume 16; Issue: 9; September 2026


https://jbi-global-wiki.refined.site/space/MANUAL
https://jbi-global-wiki.refined.site/space/MANUAL

Apurvakumar Pandya et al. Prevalence and risk factors of mental disorders among women in India: a
systematic review

24.

25.

26.

27.

28.

29.

30.

31.

32.

Health. 2009;12(4):203-9.
doi:10.1007/s00737-009-0065-6.

Nayak MB, Patel V, Bond JC, Greenfield
TK. Partner alcohol use, violence and
women’s mental health: population-based
survey in India. Br J Psychiatry.
2010;196(3):192—-199.
doi:10.1192/bjp.bp.109.068049.

Kamimura A, Ganta V, Myers K, Thomas T.
Intimate partner violence, childhood abuse,
and in-law abuse among women utilizing
community health services in Gujarat, India.
J Interpers Violence. 2017;32(24):3778—
3796. doi:10.1177/0886260515603973.
Madhavanprabhakaran GK, D’Souza MS,
Nairy KS. Prevalence of pregnancy anxiety
and associated factors. Int J Afr Nurs Sci.

2015; 3:1-7. doi:
10.1016/j.ijans.2015.06.002.
Indu PV, Jinu CR, Pallikkal NR,

Sampathkumar R, Joy J. Experience of

domestic  violence and psychological
morbidity in spouses of alcohol-dependent
males. Indian J  Psychol = Med.
2018;40(4):322-327. doi:

10.4103/IJPSYM.IJPSYM 38 18.
Vijayalakshmi M, Sunitha K. Domestic
violence among women in a rural area of
Tamil Nadu. Indian J Appl Res.
2016;6(9):524-525. doi.: 10.36106/ijar
Kumar N, Nagaraj AK, Koudike U, Majgi
SM. Psychiatric Morbidity and Correlates in
Postpartum Women in a Tertiary Care
Hospital. Indian J Psychol Med.
2016;38(4):309-14.  doi:  10.4103/0253-
7176.185956.

Shah VA, Behere P, Mishra KK, Sharma A,
Kumar K. Psychiatric morbidity among
spouses of men with alcohol dependence. Int
J Recent Surg Med Sci. 2017;3(1):10-4. doi:
10.5005/jp-journals-10053-0030

Christian DS, Kathad MM, Bhavsar BS. A
clinico-epidemiological study on health
problems of postmenopausal women in a
rural area of Vadodara District, Gujarat. Natl
J Med Res. 2012;2(4):478-4380.
https://njmr.in/index.php/file/article/view/84
6

Singh A, Pradhan SK. Menopausal
symptoms of postmenopausal women in a
rural community of Delhi, India: a cross-
sectional study. J Midlife Health.
2014;5(2):62-7. doi:10.4103/0976-
7800.133989.

33.

34.

35.

36.

37.

38.

39.

40.

41.

National Institute of Mental Health and
Neuro Sciences. National Mental Health
Survey of India, 2015-2016: prevalence,
patterns and  outcomes.  Bengaluru:
NIMHANS; 2016. Available from:
https://indianmhs.nimhans.ac.in/phasel/Doc
s/Report2.pdf

Singh R, Jamir B, Vashum H. A study of the
prevalence of postpartum depression in a
secondary care hospital in Dimapur,
Nagaland, Northeast India. Int J Reprod
Contracept Obstet Gynecol.
2023;12(10):3134-3140.
doi:10.18203/2320-1770.1jrcog20232961.
Kamboj N, Saraswathy KN, Prasad S, Babu
N, Puri M, Sharma A, et al. Women’s
infertility and common mental disorders: a
cross-sectional study from North India. PLoS
One. 2023; 18(1): ¢0280054. doi:
10.1371/journal.pone.0280054.

Chaudhari AP, Mazumdar K, Mehta PD.
Anxiety, depression, and quality of life in
women with polycystic ovarian syndrome.
Indian J Psychol Med. 2018;40(3):239-246.
doi: 10.4103/IJPSYM.IJPSYM 561 17.
Sathe HS, Maliye CH, Varma PS, Garg BS,
Shahare K, Rathod R. Intimate partner
violence and mental health problems in
married women in rural central India: a
community-based cross-sectional  study.
Indian J Community Med. 2024;49(6):866—
872. doi: 10.4103/ijcm.ijjcm_677 22.
Sharma A, Shrivastava D. Psychological
problems related to infertility. Cureus. 2022;
14(10): €30320. doi: 10.7759/cureus.30320.
Dadhwal V, Choudhary V, Perumal V,
Bhattacharya D. Depression, anxiety, quality
of life and coping in women with infertility:
a cross-sectional study from India. Int J
Gynaecol Obstet. 2022;158(3):671-678.
doi:10.1002/ijgo.14084.

Prabhu S, Guruvare S, George LS, Nayak
BS, Mayya S. Prevalence and associated risk
factors of antenatal depression among
pregnant women attending tertiary care
hospitals in South India. Depress Res Treat.
2022; 2022:9127358. doi:
10.1155/2022/9127358.

Dubey C, Gupta N, Bhasin S, Muthal RA,
Arora R. Prevalence and associated risk
factors for postpartum depression in women
attending a tertiary hospital, Delhi, India. Int
J  Soc Psychiatry. 2012;58(6):577-80.
doi:10.1177/0020764011415210.

237

International Journal of Health Sciences and Research (www.ijhsr.org)
Volume 16; Issue: 9; September 2026


https://njmr.in/index.php/file/article/view/846
https://njmr.in/index.php/file/article/view/846
https://indianmhs.nimhans.ac.in/phase1/Docs/Report2.pdf
https://indianmhs.nimhans.ac.in/phase1/Docs/Report2.pdf

Apurvakumar Pandya et al. Prevalence and risk factors of mental disorders among women in India: a
systematic review

42.

43.

44,

45.

46.

47.

48.

49.

50.

Fatima N, Datta MR, Minhaz A. Evaluation
of mental health in postpartum Indian
women: a prospective hospital-based
observational study. Obstet Gynaecol
Forum. 2024;34(3):2919-2921.

Solanki RS, Kulkarni RN. Insight into
depression: a cross-sectional study from
urban slums in Mumbai. MRIMS J Health
Sci. 2017;5(4):149-52. doi: 10.4103/2321-
7006.302559

Dadhwal V, Sagar R, Bhattacharya D, Kant
S, Misra P, Choudhary V, et al. Prevalence of
postpartum depression and anxiety among
women in rural India: risk factors and
psychosocial correlates. Indian J Med Res.
2023;158(4):407-416. doi:
10.4103/ijmr.JJMR_3489 20.

Sharma KK, Vatsa M, Kalaivani M,
Bhardwaj D. Mental health effects of
domestic violence against women in Delhi: a
community-based study. J Family Med Prim
Care. 2019;8(7):2522-25217. doi:
10.4103/jfmpc.jfmpc 427 19.

Sheeba B, Nath A, Metgud CS, Krishna M,
Venkatesh S, Vindhya J, et al. Prenatal
depression and its associated risk factors
among pregnant women in Bangalore: a
hospital-based prevalence study. Front
Public Health. 2019; 7:108.
doi:10.3389/fpubh.2019.00108.

Hudge DV, Bhata S, Cherian AV, Rao S,
Monteiro FNP. Intimate partner violence and
its association with common mental
disorders among spouses of men with
alcohol dependence syndrome attending a
tertiary care hospital. Kerala J Psychiatry.
2022;35(1):9-15.
doi:10.30834/KJP.35.1.2022.299.

Basu S, Maheshwari V, Sodhi B, Mannan P,
Kukreti P. Prevalence of depression,
determinants, and linkage with functional
disability amongst postmenopausal women
in India: evidence from the Longitudinal
Ageing Study in India. Asian J Psychiatr.
2024; 96:104030. doi:
10.1016/j.ajp.2024.104030.

Beattie TS, Prakash R, Mazzuca A, Kelly L,
Javalkar P, Raghavendra T, et al. Prevalence
and correlates of psychological distress
among 13—14-year-old adolescent girls in
North Karnataka, South India: a cross-
sectional study. BMC Public Health. 2019;
19:48. doi:10.1186/s12889-018-6355-z.
Johnson AR, George M, Goud BR, Sulekha
T. Screening for mental health disorders

51.

52.

53.

54.

55.

56.

57.

58.

among pregnant women availing antenatal
care at a government maternity hospital in
Bengaluru City. Indian J Psychol Med.
2018;40(4):343-348. doi:
10.4103/IJPSYM.IJPSYM 41 18.

Iyengar K, Yadav R, Sen S. Consequences of
maternal complications in women’s lives in
the first postpartum year: a prospective
cohort study. J Health Popul Nutr.
2012;30(2):226-240. doi:10.3329/jhpn.
v30i2.11318.

Meena PS, Soni R, Jain M, Jilowa CS,
Omprakash. Cognitive dysfunction and
associated behaviour problems in postpartum
women: a study from North India. East Asian
Arch Psychiatry. 2016;26(3):104-8.

Nath A, Venkatesh S, Balan S, Metgud CS,
Krishna M, Murthy GVS. Prevalence and
determinants of pregnancy-related anxiety
amongst pregnant women at less than 24
weeks of pregnancy in Bangalore, southern
India. Int J] Womens Health. 2019; 11:241-
248. doi:10.2147/1IJWH.S193306.

Hulland KRS, Chase RP, Caruso BA, Swain
R, Biswal B, Sahoo KC, et al. Sanitation,
stress, and life stage: a systematic data
collection study among women in Odisha,
India. PLoS One. 2015; 10(11): e0141883.
doi: 10.1371/journal.pone.0141883
Banerjee S, Chowdhury AN, Schelling E,
Brahma A, Biswas MK, Weiss MG.
Deliberate self-harm and suicide by pesticide
ingestion in the Sundarban region, India.
Trop Med Int Health. 2009; 14(2):213-9. doi:
10.1111/5.1365-3156.2008.02199. x.

Sinha A, Mallik S, Sanyal D, Dasgupta S, Pal
D, Mukherjee A. Domestic violence among
ever-married women of reproductive age
group in a slum area of Kolkata. Indian J
Public Health. 2012;56(1):31-6.
do0i:10.4103/0019-557X.96955.

Friedman SH, Prakash C, Moller-Olsen C.
Psychiatric considerations in menopause:
women’s risk of psychiatric symptoms and
disorders is increased during menopause.
Curr  Psychiatry. 2018;17(10):11-17.
https://cdn.mdedge.com/files/s3fs-
public/Document/September-
2018/cp01710011.pdf

Bagadia A, Chandra PS. Starting the
conversation: integrating mental health into
maternal health care in India. Indian J Med
Res. 2017;145(3):267-269. doi:
10.4103/ijmr.IJMR 910 16

International Journal of Health Sciences and Research (www.ijhsr.org)

238

Volume 16; Issue: 9; September 2026



Apurvakumar Pandya et al. Prevalence and risk factors of mental disorders among women in India: a

systematic review

59. Karmakar N, Majumdar S, Dasgupta A, Das
S. Quality of life among menopausal women:
a community-based study in a rural area of
West Bengal. J Midlife Health. 2017;
8(1):21-7. doi: 10.4103/jmh.JMH_78 16.

60. Sagar B, Hans G. Domestic violence and
mental health. J] Ment Health Hum Behav.
2018;23(1):2-3. doi: 10.4103/0971-
8990.244924.

How to cite this article: Pandya A, Wadhwa M,
Gogia R, Chakraborty A, Shukla S, Patel R et al.
Prevalence and risk factors of mental disorders
among women in India: a systematic review. Int
J Health Sci Res. 2026; 16(9):214-239. DOI:
https://doi.org/10.52403/ijhsr.20260923

kst sk skoskook

International Journal of Health Sciences and Research (www.ijhsr.org) 239
Volume 16; Issue: 9; September 2026



